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Abstract
Background
The health visitors’ role in many countries is changing. In Scotland, the role has undergone
substantial changes through the introduction of an enhanced health visiting programme,
which includes increased, structured home visits. This evaluation was conducted within
NHS Ayrshire and Arran, one of the 14 Scottish Health Boards. Our aim was to understand
and explain how, and why, the programme could contribute to improving health and wellbe-
ing outcomes for children and families.
Methods
We used a realist evaluation approach, conducted in three phases. In phase one, eight man-
agerial staff involved in developing and implementing the programme provided data, which
were used to develop initial programme theories. In phase two, the programme theories
were tested using qualitative data from 25 health visitors and 22 parents. The programme
theories were refined through analyses and interpretation of data in phase three.
Results
The home visiting context provided by the programme interacted with the mechanisms of the
programme and produced outcomes such as early identification of health and wellbeing
issues amongst families who needed more support, leading to referral and engagement with
sources of additional help. The home visits facilitated development of parent-health visitor
relationships, and parents considered health visitors as their first point of contact on children’s
wellbeing and developmental-related issues. Moreover, the programme provided more clarity
to health visitors’ role, which in turn enhanced partnership working. However, there were
aspects of the programme that may require further development. For instance, both parents
and health visitors were concerned about the wide gaps between some home visits.
Conclusions
The enhanced health visiting programme increased opportunities for monitoring and early
identification of health and wellbeing concerns. It created structures for a more efficient
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partnership working and ensured that the needs of children and families were supported.
These benefits need to be evaluated further in an effectiveness study.
Introduction
The provision of a quality healthcare programme that promotes universal access to healthcare
in early years has the potential to reduce health inequalities in later life [1, 2]. An example in
the UK is the universal child health programme, often but not solely provided by the public
health nursing services, and delivered by health visitors (may be called public health nurses or
community nurses in other countries). Historically, health visiting has had a preventive nurs-
ing role and encompassed an integrated package of immunisation, screening, surveillance,
health promotion and parenting support for families and children from birth to about 5 years
of age [3, 4]. In the USA, early public health nursing roles also included advocacy, community
organising, health education, and political and social reform, but this has changed to focus
more on collaboration and partnerships with communities to address social problems in
recent years [5]. The ultimate goal of most health visiting or public health nursing role is to
improve outcomes for children, in spite of subtle differences that may exist across countries.
Recently, the health visiting service has undergone substantial changes in Scotland. These
changes are in line with the national Getting It Right For Every Child (GIRFEC) agenda of
improving outcomes and supporting the wellbeing of children and young people [6]. Another
policy document published in 2013, Public Health Nursing Services–Future Focus: CEL 13 [7],
set out the recommendation that the health visitor’s role, responsibilities and titles, as defined
in Nursing for Health review [8], needed to be refocused as part of an enhanced health visiting
programme.
Although several components of health visiting have been found to be effective [4], it is rec-
ognised that any programme does not work everywhere or for everyone, and that context actu-
ally makes a difference to programme outcomes [9, 10]. Indeed, because actors make
particular decisions in response to a programme, the reasoning of the actors in response to the
resources or opportunities provided by the programme (mechanisms) produces the outcomes
[9]. Therefore in order to understand how a programme works to produce intended and unin-
tended outcomes, it is important to interrogate the interaction between contexts and mecha-
nisms. The aim of this evaluation was to understand and explain how, and why, the enhanced
health visiting (EHV) programme could contribute to improving health and wellbeing out-
comes for children and families.
The enhanced health visiting programme
The enhanced health visiting programme in Scotland is underpinned by available research
evidence, policy direction and priorities. All Scottish National Health Service (NHS) Boards
are expected to implement the enhanced service in line with CEL 13. However, NHS Ayrshire
and Arran, one of the NHS Boards, was the first to adopt the EHV programme in mid-2013.
The EHV programme provides universal assessment pathways that ensure increased, struc-
tured home visits. Following an initial assessment, families are categorised as either ‘core’ or
‘additional’ based on the level of support needed. Core families, who do not usually require
additional monitoring and support, will receive a minimum of eleven visits from their health
visitors. The first visit occurs at 11–14 days after birth, then weekly until the fifth week. The
next visit is at 6–8 weeks, which is followed by visits at 12, 16 and 24 weeks. The next two visits
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occur at 12 months and 27–30 months. The last visit is the preschool handover assessment
contact. Additional information of what each assessment or review visit entails is available
elsewhere [11]. Within that period, ‘additional’ programmes of care can be offered to children
and families if required. This is in line with the proportionate universalism concept described
by Marmot et al. [12], which is an attempt to reduce the steepness of the social gradient in
health. This means that, even though EHV is universal in nature, its delivery is proportionate
to the level of disadvantage.
As part of the enhanced service, there was discontinuation of some previous health visiting
roles. For instance, health visitors were no longer required to either immunise children or be
involved in drop-in clinics. These role changes were considered crucial because it afforded
health visitors the capacity to deliver the extra elements of the enhanced programme.
Methods
Evaluation design
We used a realist evaluation approach, guided by RAMESES II reporting standards for realist
evaluation [13]. This approach was used because a simple binary of success and failure is some-
times unhelpful when evaluating the complexities of changing services and systems [14]. Real-
ist evaluation argues that in order for evaluation to be useful to decision makers, it needs to
explain ‘what works for whom, how, in what circumstances and why’ [9, 15]. Realist evaluation
focuses on building, testing and refining programme theories. This is done by exploring the
complex and dynamic interaction of context (settings or conditions in which the programme
was implemented), mechanisms (causal forces, powers, processes or interactions that generate
change within a programme) and outcomes (intended and unintended effects) [9, 16, 17, 18].
We were keen to understand how participants, embedded within context, triggered mecha-
nisms of the programme to produce outcomes.
This evaluation unfolded in three overarching phases (Fig 1), which reflects the broad stages
of realist evaluation: developing, testing and refining programme theory [19].
Setting
NHS Ayrshire and Arran, was the first to introduce the enhanced service in mid-2013. It is
one of fourteen Scottish health boards. It is located in the mid-south west of Scotland and cov-
ers an area of 750,464 square hectares. It had about 80 health visitors at the time of data collec-
tion in 2015.
Participants
Participants for the study included key stakeholders, health visitors and parents. Key stake-
holders were those involved in designing and overseeing the implementation of the enhanced
service at the health board level. Health visitors were those who had received training on the
enhanced service and all had experience of delivering the enhanced service. Parents included
those who had received the service, with some having experience of the previous service
model.
Recruitment and data collection for phases 1 and 2
Phase 1. Identifying the programme theory. All programmes have implicit or explicit
programme theory or theories [20, 21]. A programme theory is the assumption about how a
programme is expected to achieve it desired outcomes [21]. A key principle of realist
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evaluation is to make the assumptions of the programme developers and implementers
explicit. Engaging stakeholders to unpack these assumptions is useful in realist evaluation [22].
As such, key stakeholders involved in either designing or implementing the EHV service in
NHS Ayrshire and Arran were invited to participate in a focus group. The focus group
explored their accounts of the purpose and key aspects of the EHV programme; its implemen-
tation; how it was expected to work; and its anticipated outcomes on families and health visit-
ing practice (see S1 Appendix. Topic guide for Stakeholders). LD and RJ conducted the focus
group with eight key stakeholders. The focus group was audio recorded and transcribed.
We used the focus group data, complemented by programme documents (for example, a
logic model designed for the proposed national EHV programme), to unearth the assumptions
underpinning the EHV programme, and developed initial programme theories.
Phase 2. Testing and refining the programme theory. The initial programme theories
(see results) were tested and refined to realist evaluation programme theories. Health visitors and
parents provided interview data for testing the programme theories. Twenty-five health visitors,
and twenty-two parents who had used the service, were recruited by a hospital administrator who
had no direct role responsibilities to either group. All potential participants were sent a study
information pack containing an invitation letter, information sheet, expression of interest form
and a stamped self-addressed envelope. Interested participants were asked to complete and return
Fig 1. The realist evaluation process.
https://doi.org/10.1371/journal.pone.0180569.g001
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the expression of interest form to the research team. Participants were then contacted directly to
arrange a convenient date, time and venue for interviews. For logistical reasons, parents were
offered an additional option to participate in a telephone interview. Informed consent was
obtained from all participants. Interviews were audio recorded and all parents received £15 high
street store vouchers. LD and SH conducted all interviews with health visitors and parents.
Interviews with participants centred on the initial programme theories and focused on
identifying causal processes (mechanisms) and key elements of the contexts and how they
reacted to produce outcomes. For instance, health visitors were asked their opinions of how
the changes had influenced their practice and the perceived outcomes of the changes for chil-
dren and families (see S2 Appendix. Topic guide for Health Visitors). Parents were asked
about their perceptions and experiences of receiving the enhanced service and the effects on
their families (see S3 Appendix. Topic guide for Parents).
Using the findings from phase two, the programme theories from phase one were disentan-
gled, focusing on explaining ways in which the programme mechanisms unfolded or did not
unfold in practice. This was presented as context, mechanism and outcome configurations to
further aid understanding of the programme.
Analysis
Phase 1. Within realist evaluation, analysis is driven by identifying causal processes
(mechanisms) and key elements of the contexts and how they reacted to produce outcomes
[13]. Using the focus group data we jointly produced a table and listed in the columns the key
contexts, mechanisms and outcomes identified and formulated them as initial programme the-
ories underpinning the EHV programme.
Phase 2. The analysis of health visitor and parents’ transcripts proceeded by seeking evi-
dence to corroborate or refute the initial programme theories. A thematic analysis approach
was used to analyse the interview data, using context, mechanism and outcome as imaging tool.
Relevant extracts of transcripts from participants were independently coded by LD and SH
through reading and re-reading each transcript. Where interpretation was difficult, consensus
was reached through discussion with RJ. Similar codes were considered together and grouped
under an overarching theme. The data within each theme were summarised and synthesised to
produce understanding of how the EHV generated outcomes through the interaction of mecha-
nisms and contexts. The analysis was facilitated by the software package NVivo 10 [23].
Phase 3 Refining the programme theory. This forms phase 3 of the realist design. We
used the findings of phase 2 to revise the initial programme theories. Within realist evaluation,
this phase is about explaining how the programme worked or did not work; and by clarifying
where there were agreements and disagreements between the programme designers/imple-
menters and the health visitors and parents who delivered and received it in practice. This sec-
tion is outlined into five overarching components based on the findings from phase 2.
Ethics approval and consent to participate
Ethics approval for the evaluation was granted by the University of Edinburgh Centre for Pop-
ulation Health Sciences Research Ethics committee and complied with research governance
procedures in NHS Ayrshire and Arran.
Results
Initial programme theory
Three key programme theories that were identified, tested against our data and refined were:
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1. By increasing the number of home visits by a single or small team of health visitors (context),
families would develop trusting relationships with health visitors (mechanism), which can
lead to greater awareness of needs (outcome) and support in a timely fashion (outcome).
2. Home visits (context) would offer health visitors a holistic perspective of the home environ-
ment (mechanism) and can facilitate early identification of concerns (outcome) and subse-
quent provision of tailored support (outcome).
3. The introduction of universal assessment pathways (context) offers systems and structures
that standardise practice (mechanism) and ensure that the health visitors’ role is well
defined and clear to families, wider agencies and themselves (outcome).
Testing the programme theory
There were five main themes identified: 1) supporting families; 2) trusting relationships; 3)
home visiting versus drop-in clinics; 4) role clarity; 5) systems and structures supporting the
EHV. These themes focused on testing the three initial programme theories. The supporting
families and trusting relationships themes covered initial programme theory one and the
home visiting versus drop-in clinics theme was related to initial programme theory two. Fur-
ther, initial programme theory three was covered by role clarity and systems and structures
supporting the EHV themes.
Supporting families. Parents (P) highly appreciated the support provided by health visi-
tors (HV). They felt that the increased, structured home visiting made it possible for them to
receive more support both for themselves and their children.
I think it’s definitely improved since I’ve had my current child. This past year, I’ve had a lot
of support because I went through postnatal depression with her and they (health visitors)
were there supporting me as much as they could. In 2005 when I had my first one, I was
just left. I mean, I had no support whatsoever (P16).
The programme ensured that families who required additional support, outwith the core
visits, also received them. With the absence of drop-in clinics, parents found the option of con-
tacting health visitors by phone quite positive and reassuring. Most parents mentioned that
they have ultilised this opportunity.
Almost all the health visitors acknowledged that they found the structured, increased home vis-
iting hugely beneficial in terms of the support it offered to children and families. They particularly
appreciated the focus it gave them with regards to prevention and early identification of concerns.
I think it’s made me far more aware of my families. I would have missed lots of things, and I
would end up having lots of families in crisis. And it would be crisis intervention, rather
than prevention, and that’s not how to do it. A child should never get to the stage where
their family is so chaotic that they have to be removed. So, for me, I wouldn’t have been in
the houses as often as I am now (HV23).
The majority of health visitors were keen to point out that with the previous service, concerns
were often identified at advanced stages. Some health visitors added that the changes have placed
them at a better position to build clear profiles of children and families’ concerns from the very
beginning, where action could be taken if required, or possibly observe over time whether those
concerns would be confirmed or allayed. Where concerns were confirmed, they believed they
were able to provide targeted support or engage families with wider services through referrals.
Realist evaluation of an enhanced health visiting programme
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Trusting relationships. There were conflicting opinions about whether the refocused role
promoted trusting relationships in comparison with the previous role. Many of the health visi-
tors however, believed that the home visits, integral to the enhanced service, ensured that fami-
lies were more open and confident to discuss sensitive issues with them. This was
substantiated by the view that families began to see them as their first point of contact on
diverse health and wellbeing related issues.
Another mother asked me to go and see her and I saw her this morning. And the pretext
was she wanted the baby weighed. But, really and truly, what she wanted to talk about was
her eight year old child who has a bowel problem. So, I was able to discuss that, his diet, the
importance of developing a bowel habit. So, the mother knows you well enough, trusts you
enough, doesn’t think it’s important enough to go to the GP, so it saves an expensive doctor
appointment if she feels she can contact me and I can manage the situation (HV17).
Some health visitors also added that, due to the trusting relationships they have developed,
parents now feel more confident to seek more support through the phone.
I think we get to build up a better relationship with the parents. I think that’s quite impor-
tant, that we do sort of, at the beginning, we do six weekly visits, which I think is really help-
ful to build up that relationship. And you find mums do phone quite frequently now, and I
think they’ve got a sort of a bit of a trust in you (HV18).
Parents supported this assertion. For example, one parent affirmed that the health visitor
will be her first point of contact if she was concerned about any developmental or weight
related issues as described below.
If it was concerns about development or weight or things, I would phone them first (P14).
The EHV is expected to promote continuity of care, with the same health visitor expected
to fulfill the entire timeline, but in practice only a few parents mentioned that they had visits
from the same health visitor. However, those who did, felt this promoted a better relationship
with their health visitor.
I would say the relationship has been probably better for my current child because it’s been
continuously the same person whereas with first child it was just whoever did the clinic that
morning (P14).
Home visiting versus drop-in clinics. Almost all the parents acknowledged that the
home visits were hugely beneficial. They felt that health visitors gave them more attention,
which was important in terms of discussing issues in more depth. This was also evident among
parents who had previously experienced the drop-in clinics.
They don’t just rush in, like, let’s get the baby weighed. They don’t do that anymore,
because they did that when I had my first one. It was, kind of like, in to do what they need
to do and then go. Whereas now, it’s kind of, how are you doing? (P16).
It’s quite personal I suppose but if they come into your house you can open up a bit more
whereas if you come to the clinic and there’s a big queue of people behind you waiting, you
always think right I’m just gonna go in and get them weighed and go, but actually you want
to discuss other things with them (P12).
Realist evaluation of an enhanced health visiting programme
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However, a third of the parents who had previously experienced the drop-in clinics also
stated that they missed attending them. The aspects of the drop-in clinics, which engendered
such sentiments, included social networking opportunities and the possibility of weighing the
baby on a more regular basis.
With the absence of drop-in clinics, some parents found the telephone support available
outwith the home visiting schedule hugely beneficial.
. . .but even if I wanted to see her, I just need to phone her and say to her, listen, (name
withheld), I’d like to see you. And she’d make an appointment and come out and see me, so
it’s pretty much better (P19).
Health visitors felt that the benefits of the home visits were far greater than the previous
drop-in clinics. A number of them acknowledged that the home visits put much more focus
on families than the drop-in clinics, because they provide clear opportunities to identify con-
cerns. They explained that it was impossible to observe and identify such concerns in the previ-
ous drop-in clinics.
Well, I think I had a family that I visited quite frequently at home, and the pattern became
that this child was probably left alone quite a lot in the mornings. The parents weren’t very
good at getting out of their beds. And I think that became more apparent because I was vis-
iting at home, because when you go at home, you hear the child crying, and the parents
aren’t responding. They took a long time to answer the door, and when you go in, the home
environment is not great, the child is maybe running about with a really wet nappy on.
Whereas, I think if it was a clinic setting, they might not come on time, however, the child
will probably be well presented, because they know they’re coming (HV18).
Some health visitors also felt that the home visits were hugely beneficial in terms of provid-
ing targeted support to children and their families.
One family I can think of off the top of my head, I’ve known that there’s been issues going
on, but the fact that I’ve been going in more proactively, I’ve been able to get different ser-
vices in and even getting those services in within two weeks. I’ve seen huge differences to
that child. So whereas maybe previously, all that might not have been as timeously (HV22).
I used to think that we should still have kept our clinic going, but actually, see now, I’m hap-
pier doing the home visits. I don’t mind doing the home visits, I think it gives you a better
picture, because as I say, they could come to a clinic and be all completely nicely dressed,
but you don’t know what’s going on in the background. So I do like the fact that all our vis-
its are done at home (HV12).
Interestingly, even those who initially thought that the home visits were unnecessary and
would not be beneficial to parents, as they felt it was too intrusive, acknowledged how valuable
they have found it since it was implemented. Nevertheless, very few health visitors still believed
that the drop-in clinics were more useful than the home visits.
Role clarity. Health visitors felt that the enhanced service has made their role much more
explicit. They perceived that previously the role was unclear, but the changes have helped to
clarify this.
I think health visiting, perhaps, arguably, before that was a profession that was maybe a bit
harder to define, in very clear terms, exactly what your role was and where the boundaries
Realist evaluation of an enhanced health visiting programme
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between each of the areas were. So, I think it’s given us a lot more clarity in terms of our
role and what we’re delivering and what we’re aiming to do (HV24).
More so, health visitors felt that families are now more knowledgeable of the range of ser-
vices they offer.
And, I think, families are much more aware now of what to expect from the timeline so
often they’ll phone us up and say, oh, my baby’s coming up for six months and, you know,
they know that that’s what they’re entitled to now so, no, it’s good (HV16).
The role was however not only clearer to parents, but apparently improved professional
partnership working too. Health visitors also mentioned that other agencies are now much
clearer of their role.
So, if you are at say, for example, a child protection meeting and the team are drawing up a care
plan, I think, we’re much clearer about what our role is within that whereas before we were
probably getting, sort of, a lot of blurring of roles between the agencies and, kind of, getting fitted
into the care plan whereas, I suppose, now we’re a bit clearer about what our role is (HV16).
Systems and structures supporting the EHV. There were a total of eleven visits within
the enhanced service for core families. However, some health visitors were concerned that
some of the gaps between home assessment visits in the timeline were too wide apart and that
seemed uncomfortable for parents.
But a lot of the parents find from a year to 27 months is too long not to be seeing anybody.
And I think that is quite a gap as well (HV12).
Almost all health visitors raised concerns about their current electronic recording system.
They felt that a much more efficient and less laborious system would be helpful to compliment
the arduous pathways.
I am constantly aware of the numbers of visits you’ve got in one day and it’s not just that,
the electronic records take up quite a lot of time and, of course, it’s very important. You
have not completed your intervention with a client until you’ve got your electronic record
complete. You’ve got to have contemporaneous records (HV17).
There were small differences in service provision across areas of Ayrshire and Arran. There
were also some indications that some areas were engaging the services of skill mix (support
workers) and staff nurses to fulfil some of the pathways.
At the moment, we’re using, sort of, skill mix to do some of the visits, some of the staff
nurses are carrying out a couple of visits in the timeline (HV18).
A number of health visitors disapproved the use of skill mix and highlighted that involving
skill mix was contrary to the concept of promoting continuity of care and consistency across
the service.
I think it (timeline) has brought continuity I think, like, and within Ayrshire and Arran,
you know, I think. . .I would hope that it would. It brings a more consistent approach to all
Realist evaluation of an enhanced health visiting programme
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families. However, talking to colleagues in other areas, I think some people have pulled
back a bit more and have put in more skill mix and, you know, the waters are getting mud-
died again (HV13).
Refined programme theory
Component 1: Supporting families. It was clear from both health visitors and parents
that the increased, structured home visiting improved early identification of health and wellbe-
ing concerns and assisted in terms of tailoring support to children and families (see Table 1).
Health visitors were increasingly providing diverse kinds of support to children and families,
including feeding and attachment support. Although most of the parents who participated in
this study indicated that they did not breastfeed their children, they were nevertheless appre-
ciative of the extensive feeding support they received from health visitors. This appears to be
collaborated, although no cause and effect relationship is assumed, by recent figures, which
depict that breastfeeding rates in NHS Ayrshire and Arran had increased since the enhanced
service was implemented [24].
Components 2: Trusting relationships. It was apparent that the enhanced service hugely
improved trusting relationships, especially through the concept of continuity of care, where
care is delivered by one or a small group of health visitors, for all or most planned episodes of
care (see Table 2). Unlike drop-in clinics where different health visitors may run the clinics,
home visits provided adequate time to establish rapport and develop strong relationships. This
culminated in more parents recognising health visitors as first point of contact on a range of
health and wellbeing issues in which they would have previously sought medical attention.
Component 3: Home visiting versus drop-in clinics. Parents were enthusiastic about the
home visits, however a good number of those who had previously experienced the drop-in
clinics indicated that they missed attending them because of the social support opportunities
they provided. This was similar to the assertions made by health visitors. It appears that the
removal of drop-in clinics limited parents’ accessibility to health visitors and in turn, revealed
the wide gaps between some home assessment visits. The consequences of this was an
increased demand for phone support as illustrated in Table 3.
Components 4: Role clarity. There was evidence that the increased, structured home vis-
iting service has clearly helped define the role of health visitors. Parents showed greater under-
standing of what they felt the health visitors’ role is. Health visitors also felt that they received
more recognition from other professionals in terms of supporting the needs of children and
families. They felt the programme raised their confidence and promoted a more efficient part-
nership working with other agencies, as depicted in Table 4.
Component 5: Systems and structures supporting the EHV. The EHV standardised
health visiting service in NHS Ayrshire and Arran. However, there appeared to be subtle
Table 1. Refined CMOs for supporting families.
Context Mechanism Outcome
Provision of structured universal
pathway, with more focus on
children aged 0–5 year
1. Families engaged more
with HVs
1. Early identification of health and
wellbeing concerns, resulted in the
provision of tailored support, including
feeding and attachment
2. Additional support
sought for families where
necessary
2. More families engaging with wider
services
https://doi.org/10.1371/journal.pone.0180569.t001
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differences in the service delivery across areas. There were also indications that some health
visitors were referring more children and families to wider services as they struggled to accom-
modate the pathways and caseloads. Most health visitors found the referral pathways challeng-
ing and this contributed to the workload pressure, as outlined in Table 5.
Discussion
This study was designed to evaluate how and why an EHV programme implemented in an
early adopter site in Scotland could contribute to improving health and wellbeing outcomes
for children and families. We used a realist evaluation approach, as it is considered a valuable
alternative to the more traditional paradigm to understanding nursing and healthcare issues
and provides an insight into how programmes work [25]. With health visiting practice playing
a crucial role in health improvement and reducing health inequalities, this study identified
some important dimensions of the EHV programme that can contribute to this agenda. The
EHV appears to have improved early identification of health and wellbeing concerns amongst
families who needed more support, leading to referral and engagement with sources of addi-
tional help. The home visiting context facilitated development of parent-health visitor relation-
ships, as parents considered health visitors as their first point of contact on children’s
wellbeing and developmental-related issues. More so, the EHV programme provided role clar-
ity to health visitors, which in turn, enhanced collaborative partnerships. However, there were
aspects of the EHV, which would require further consideration. For instance, both parents and
health visitors were concerned about the wide gaps between some assessment visits and the
cumbersome nature of the referral pathways.
Health visitors usually work in collaborative partnerships to develop local services and pub-
licise them to families [26]. As such, health visitors are instrumental to uptake of services, espe-
cially for families who find services difficult to access [27]. It was clear in this evaluation that
health visitors were making more referrals to wider services, including nursery placements, in
ways, which were not previously possible. This approach emphasises the important role that
health visitors can play in driving sustainable community development, by assisting individu-
als within communities to identify and mobilise existing, but often unrecognised assets and
creating local opportunities [28, 29].
Collaborative partnerships also benefit where there are clarity of roles and clear responsibil-
ities. This enables professionals to manage challenges around interagency or inter-professional
Table 2. Refined CMOs for trusting relationships.
Context Mechanism Outcome
Regular home visits
by a single or a small
team of HVs
Continuity of care ensured that barriers
that prevented the discussion of
sensitive issues were removed
Established trusted relationships
increased confidence in HVs, with many
recognised as first point of contact in
diverse areas of concern
https://doi.org/10.1371/journal.pone.0180569.t002
Table 3. Refined CMOs for home visiting versus drop-in clinics.
Context Mechanism Outcome
Discontinuation of drop-in clinics and
emergence of home visits
1. Holistic view of the home environment 1. Increased monitoring, prevention and identification
of concerns
2. Home visits promoted wide gaps between some
home assessment visits
2. Limited accessibility to health visitors and increased
demand for phone support
https://doi.org/10.1371/journal.pone.0180569.t003
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team working [4]. In turn, families benefit from professionals working together in an effective
way [30]. Health visitors felt that the enhanced service improved their professional partnership
working. They perceived that other practitioners and services were also much clearer of their
role.
The EHV places more emphasis on home visiting, rather than drop-in clinics, with all
assessment visits expected in the client’s home. Cowley et al. [4] in their systematic review of
health visiting practice suggested that aside from salutogenesis, a successful health visiting
practice should also demonstrate a person-centred approach (human valuing) and recognise
the person in the situation (human ecology). In order to achieve this, home visiting has an
important role to play. In this evaluation, parents found the home visits beneficial, because it
offered health visitors a unique opportunity to tailor care to their personal circumstances. Evi-
dence also suggests that the home visits help to reduce anxiety amongst mothers regarding
their child’s development and make them less reliant on health services [31, 32]. Although
parents contacted health visitors by telephone for additional support, especially during long
gaps between home visits, however recognising health visitors as their first point of contact has
the potential to reduce pressure on health systems and expensive general practice visits.
Health visiting practice is dependent on parental participation, so the parent-health visitor
relationship is a resource and an important part of health visiting practice [33]. The home
environment is an ideal place for parents to develop relationships with practitioners, including
health visitors [33, 34]. We found that home visiting ensured that families were more open
and confident to discuss sensitive issues with health visitors. However, intertwined with client-
professional relationship is the principle of continuity of care. Continuity of care is where the
same person provides care for all, or most, planned episodes of care to promote trusting rela-
tionships between practitioners and clients [35]. Ideally, within the EHV programme, parents
would receive all of their visits from the same health visitor. The few parents who had such
experience, felt this helped to build better relationships with health visitors. However, many of
the parents did not receive such service. In order to optimise the relationship formation oppor-
tunity inherent in home visiting, and to enhance the identification of emerging problems over
time, more effort may be required to minimise the number of staff changes or handovers.
There have been recent debates in Scotland regarding the right balance between universal
and targeted health visiting delivery. In 2005, policy changes reduced universal delivery and
placed more emphasis on a targeted delivery model [36]. This reduced face-to-face visits from
Table 4. Refined CMOs for role clarity.
Context Mechanism Outcome
Enhanced service
Streamlined and
redefined the HV role
HV working along defined pathways
made their role more clearer to both
parents and other practitioners
Parents more confident of their
expectations from the HV service; and
HVs worked more efficiently with
partner agencies
https://doi.org/10.1371/journal.pone.0180569.t004
Table 5. Refined CMOs for systems and structures supporting implementation.
Context Mechanism Outcome
Standardised operational guidance
and procedure
1. HV assumed greater responsibilities in terms of
delivering entire pathways
1. Perceived over referrals to other services due to
challenges with workfoce capacity
2. Consistency across the service but subtle differences
existed due to workload pressure
2. Engaged skill mix and staff nurses to fulfil part of the
pathways
https://doi.org/10.1371/journal.pone.0180569.t005
Realist evaluation of an enhanced health visiting programme
PLOS ONE | https://doi.org/10.1371/journal.pone.0180569 July 3, 2017 12 / 16
six to about three [37]. However, the Scottish Government later revised the guidance by intro-
ducing a further visit at 27–30 months [38]. Within this context, the EHV programme appears
quite ambitious considering its eleven minimum visits for core families. Indeed, this has major
implications for health visitors’ workload. Particularly, a study has suggested that health visi-
tors’ workload influences their decision on how they identify children as requiring ‘additional’
support [37]. Reassuringly, the Scottish Government has committed to additional five hundred
health visitors by 2018 [39].
Realist evaluation approach has gained traction in recent years, and has been successfully
used to evaluate programmes in diverse fields, including health service research and others
[40, 41]. However, the recent surge in the use of realist evaluation in nursing is a reflection of
the valuable perspective this methodology provides into understanding the complexity within
nursing practice and healthcare programmes [25]. Indeed, employing realist evaluation in this
study has been useful in terms of unravelling attributes that are necessary to enhance health
visiting practice.
This study was not designed to measure impact of the EHV and used only qualitative meth-
ods. As such, outcomes cannot be robustly linked to the activities offered by the programme,
although it has identified factors, which could contribute to improving outcomes for children
and families within health visiting practice. There has been very little research into users or
parents’ experiences of health visiting service [42]. However, this evaluation used data from
both parents and health visitors to provide useful insights into how the EHV service works.
Nearing the later stages of the evaluation, recruitment stalled and a member of staff at the
study site contacted potential participants directly and informed them about the study. It is
likely that this approach led to selection bias, in that individuals with particular characteristics
might have agreed to participate in the study.
Conclusion
Our study highlighted key benefits of the enhanced health visiting programme. The pro-
gramme increased opportunities for monitoring and early identification of health and wellbe-
ing concerns. It created structures for a more efficient partnership working and ensured that
the needs of children and families were supported. These benefits need to be evaluated further
in an effectiveness study.
Supporting information
S1 Appendix. Topic guide for stakeholders.
(DOCX)
S2 Appendix. Topic guide for health visitors.
(DOCX)
S3 Appendix. Topic guide for parents.
(DOCX)
Acknowledgments
We would like to thank the participants for taking part in this research. We would also like to
thank Donna McKee and Gillian Arnold (NHS Ayrshire and Arran) for their support during
data collection. We are particularly grateful to Julia Egan (The Directorate for the Chief Nurs-
ing Officer, Patients, Public and Health Professions, Scottish Government) and Victoria Milne
Realist evaluation of an enhanced health visiting programme
PLOS ONE | https://doi.org/10.1371/journal.pone.0180569 July 3, 2017 13 / 16
(Children & Families Analysis, Scottish Government) for their advice and support throughout
the evaluation.
Author Contributions
Conceptualization: Lawrence Doi, Ruth Jepson.
Data curation: Lawrence Doi, Ruth Jepson, Samantha Hardie.
Formal analysis: Lawrence Doi, Samantha Hardie.
Funding acquisition: Lawrence Doi, Ruth Jepson, Samantha Hardie.
Investigation: Lawrence Doi, Ruth Jepson, Samantha Hardie.
Methodology: Lawrence Doi, Ruth Jepson, Samantha Hardie.
Project administration: Lawrence Doi.
Resources: Lawrence Doi.
Supervision: Lawrence Doi.
Writing – original draft: Lawrence Doi.
Writing – review & editing: Lawrence Doi, Ruth Jepson, Samantha Hardie.
References
1. Marmot M, Friel S, Bell R, Houweling TA. Closing the gap in a generation: health equity through action
on the social determinants of health. Lancet. 2008; 372:1661–1669. https://doi.org/10.1016/S0140-
6736(08)61690-6 PMID: 18994664
2. Roberts H. What works in reducing inequalities in child health? 2nd Ed. Chicago: The Policy Press.
2012.
3. Blair M, Hall D. From health surveillance to health promotion: the changing focus in preventive children’s
services. Archives of Disease in Childhood. 2006; 91:730–735. https://doi.org/10.1136/adc.2004.
065003 PMID: 16923858
4. Cowley S, Whittaker K, Malone M, Donetto S, Grigulis A, Maben J. Why health visiting? Examining the
potential public health benefits from health visiting practice within a universal service: a narrative review
of the literature. International Journal of Nursing Studies. 2015; 52 465–480. https://doi.org/10.1016/j.
ijnurstu.2014.07.013 PMID: 25304286
5. Kulbok PA, Thatcher E, Park E, Meszaros PS. Evolving Public Health Nursing Roles: Focus on Com-
munity Participatory Health Promotion and Prevention. The Online Journal of Issues in Nursing. 2012;
17:2.
6. Scottish Government: A guide to getting it right for every child. Available from: http://www.gov.scot/
resource/0042/00423979.pdf (2012). Accessed 05 Nov 2016.
7. Public Health Nursing Services–Future Focus (CEL 13). 2013. Available from: http://www.sehd.scot.
nhs.uk/mels/CEL2013_13.pdf. Accessed 12 Nov 2016.
8. NHS Scotland: Nursing for Health: a review of the contributions of nurses, midwives and health visitors
to improve the public’s health. Available from: http://www.gov.scot/Resource/Doc/158673/0043052.pdf
(2001). Accessed 27 Nov 2016.
9. Pawson R, Tilley N. Realistic evaluation. London: Sage; 1997.
10. Westhorp G. A realist impact evaluation: an introduction. 2014. Available from: https://www.odi.org/
sites/odi.org.uk/files/odi-assets/publications-opinion-files/9138.pdf. Accessed 26 Nov 2016.
11. Scottish Government: Universal health visiting pathway in Scotland—pre-birth to pre-school. Available
from: http://www.gov.scot/Resource/0048/00487884.pdf. 2015. Accessed 03 Dec 2017.
12. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, et al. Fair Society, Healthy Lives: Strate-
gic Review of Health Inequalities in England Post-2010. 2010. Available from: http://www.
instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review. Accessed 24 Nov
2016.
Realist evaluation of an enhanced health visiting programme
PLOS ONE | https://doi.org/10.1371/journal.pone.0180569 July 3, 2017 14 / 16
13. Wong G, Westhorp G, Manzano A, Greenhalgh J, Jagosh J, Greenhalgh T. RAMESES II reporting
standards for realist evaluations. BMC Medicine. 2016; 14;96; https://doi.org/10.1186/s12916-016-
0643-1 PMID: 27342217
14. Lamont T, Barber N, de Pury J, Fulop N, Garfield-Birkbeck S, Lilford R, et al. New approaches to evalu-
ating complex health and care systems. BMJ. 2016; 52:i154; https://doi.org/10.1136/bmj.i154 PMID:
26830458
15. Marchal B, Van Belle S, Van Olmen J, Hoere´e T, Kegels G. Is realist evaluation keeping its promise? A
review of published empirical studies in the field of health systems research. Evaluation. 2012; 18:192–
212.
16. Pawson R. Evidence-based policy. A realist perspective. London: Sage; 2006.
17. Wand T, White K, Patching J. Applying realist(ic) framework to the evaluation of a new model of emer-
gency department based mental health nursing practice. Nursing Inquiry. 2010; 17: 231–239. https://
doi.org/10.1111/j.1440-1800.2010.00488.x PMID: 20712661
18. Byng R. What makes a realist evaluation? Family Medicine. 2011; 43:112–113. PMID: 21305426
19. Punton M, Vogel I, Lloyd R. Reflections from realist evaluation in progress: scaling ladders and stitching
theory. 2016. Available from: http://www.ids.ac.uk/publication/reflections-from-a-realist-evaluation-in-
progress-scaling-ladders-and-stitching-theory. Accessed 26 Nov 2016.
20. Owen J. Program evaluation: forms and approaches. 3rd ed. New York: The Guilford Press; 2007.
21. Funnell SC, Rogers PJ. Purposeful Program Theory. San Francisco, CA: Jossey-Bass; 2011.
22. Doi L, Jepson R, Cheyne H. A realist evaluation of an antenatal programme to change drinking behav-
iour of pregnant women. Midwifery. 2015; 31:965–972. https://doi.org/10.1016/j.midw.2015.06.007
PMID: 26123741
23. QSR International. NVivo Qualitative Data Analysis Software. 2014. Version 9. QSR International Pty
Ltd.
24. ISD Scotland: Maternity and births. Available from: http://www.isdscotland.org/Health-Topics/
Maternity-and-Births/Publications/data-tables.asp (2014). Accessed 27 Nov 2016.
25. Williams L, Rycroft-Malone J, Burton CR. Bringing critical realism to nursing practice: Roy Bhaskar’s
contribution. Nursing Philosophy. 2016; https://doi.org/10.1111/nup.12130 PMID: 27381640
26. Department of Health: Health Visitor Implementation Plan 2011–2015: A Call to Action. Available from:
https://www.gov.uk/government/publications/health-visitor-implementation-plan-2011-to-2015 (2011).
Accessed 26 Nov 2016.
27. Cowley S, Whittaker K, Grigulis A, Malone M, Donetto S, Wood H, et al. Why health visiting? A review
of the literature about key health visitor interventions, processes and outcomes for children and families.
2013. Available from: https://www.kcl.ac.uk/nursing/research/nnru/publications/Reports/Why-Health-
Visiting-NNRU-report-12-02-2013.pdf. Accessed 26 Nov 2016.
28. Sharpe PA, Greaney ML, Lee PR, Royce SW. Assets-oriented community assessment. Public Health
Reports. 2000; 115:205–211. PMID: 10968755
29. Mathie A, Cunningham G. From clients to citizens: Asset-based Community Development as a strategy
for community-driven development, Development in Practice. 2003; 13:474–486. https://doi.org/10.
1080/0961452032000125857
30. Barlow J, Stewart-Brown S, Callaghan H, Tucker J, Brocklehurst N, Davis H, et al. Working in partner-
ship: the development of a home visiting service for vulnerable families. Child Abuse Rev. 2003;
12:172–189.
31. Wiggins M, Oakley A, Roberts I, Turner H, Rajan L, Austerberry H, et al. The Social Support and Family
Health Study: a randomised controlled trial and economic evaluation of two alternative forms of postna-
tal support for mothers living in disadvantaged inner-city areas. Health Technol. Assess. 2004; 8:1–120.
32. Knapp M, Barrett B, Byford S, Hallam A, Davis H, Tsiantis J, et al. Primary prevention of child mental
health problems using primary health care professionals: cost comparisons. Int. J. Ment. Health Promot.
2005; 7:95–102.
33. de la Cuesta C. Relationships in health visiting: enabling and mediating. Int. J. Nurs. Stud. 1994;
31:451–459. PMID: 7989170
34. Walivaara BM, Savenstedt S, Axelsson K. Caring Relationships in Home-Based Nursing Care—Regis-
tered Nurses’ Experiences. Open Nursing Journal. 2013; 7:89–95. https://doi.org/10.2174/
1874434620130516003 PMID: 23894261
35. Psaila K, Kruske S, Fowler C, Homer C, Schmied V. Smoothing out the transition of care between
maternity and child and family health services: perspectives of child and family health nurses and mid-
wives. BMC Pregnancy and Childbirth. 2014; 14:151; https://doi.org/10.1186/1471-2393-14-151 PMID:
24766674
Realist evaluation of an enhanced health visiting programme
PLOS ONE | https://doi.org/10.1371/journal.pone.0180569 July 3, 2017 15 / 16
36. Scottish Executive: Health for All Children 4: Guidance on Implementation in Scotland. Available from:
http://www.gov.scot/Resource/Doc/37432/0011167.pdf (2005). Accessed 03 Dec 2016.
37. Wood R, Stockton D, Brown H. Moving from a universal to targeted child health programme: which chil-
dren receive enhanced care? A population-based study using routinely available data. Child: care,
health and development. 2012; 39:772–781.
38. Scottish Government: The Scottish child health programme: guidance on the 27–30 month child health
review. Available from: http://www.gov.scot/Resource/0041/00410922.pdf. (2012). Accessed 03 Dec
2016.
39. Scottish Government: A plan for Scotland: the Scottish Government ‘s programme for 2016–17. Avail-
able from: http://www.gov.scot/Publications/2016/09/2860/6 (2016). Accessed 03 Dec 2016.
40. Greenhalgh P, Humphrey C, Hughes J, MacFarlane F, Butler C, Pawson R. How Do You Modernize a
Health Service? A Realist Evaluation of Whole-Scale Transformation in London. Milbank Quarterly.
2009; 87:391–416. https://doi.org/10.1111/j.1468-0009.2009.00562.x PMID: 19523123
41. Lefroy J, Hawarden A, Gay SP, McKinley RK, Cleland J. Grades in formative workplace-based assess-
ment: a study of what works for whom and why. Med Educ. 2015; 49:307–320. https://doi.org/10.1111/
medu.12659 PMID: 25693990
42. Donetto S, Malone M, Hughes J, Morrow E, Cowley S, Maben J. Health visiting: the voice of service
users—Learning from service users’ experiences to inform the development of UK health visiting prac-
tice and services. 2013. Available from: http://www.kcl.ac.uk/nursing/research/nnru/publications/
Reports/Voice-of-service-user-report-July-2013-FINAL.pdf. Accessed 26 Nov 2016.
Realist evaluation of an enhanced health visiting programme
PLOS ONE | https://doi.org/10.1371/journal.pone.0180569 July 3, 2017 16 / 16
